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In assessing the changes in the rheumatoid 
hand and planning its treatment it must be 
stressed that it is hand function that we are 
concerned with rather than hand appearance. 
Often the function is adequate for every day 
tasks despite severe deformities and therefore 
there is in such patients no indication for 
surgery. 
The aim is to retain and restore hand 
function in the face of the progressive destruc-
tion of the anatomical arches and moving 
parts of the hand. Deposition of rheumatoid 
granulation tissue in tendons, tendon sheaths, 
synovial membrane and intrinsic musculature 
produces a wide range of clinical presentations 
in the hand. A summary is here presented of 
the surgical measures available when function 
is beiiig lost or jeopardized by this condition. 
Compression Syndromes 
Trigger Finger is a common early presenta-
tion of rheumatoid arthritis in the hand and 
is simply relieved by sheath incision or ex-
cision in the distal palm. 
Carpal Tunnel Syndrome with median 
nerve compression is often associated with 
the synovial masses in the radial bursa so 
often still termed "compound palmar gang-
lion". Relief by incision of flexor retinaculum 
may be combined with synovectomy if there 
is associated flexor tendon rupture. 
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Tendon Ruptures 
Three different mechanisms of tendon rup-
ture may occur, namely, deposits of rheu-
matoid granulation tissue within the tendon 
producing a point of diminished tensile 
strength, longitudinal abrasion about a bony 
spur such as ruptures the extensor pollicis 
longus tendon at Lister's tubercle, or the 
saw-like rotatory action of a bony spur on 
the head of the ulna acting on the extensor 
of the little finger. 
The sudden loss of extension of the inter-
phalangeal joint of the thumb or the meta-
carpophalangeal joint of the little and ring 
finger is a common event in rheumatoid 
arthritis. Less common but equally typical 
is the mallet finger or "boutonniere" de-
formity of more distal extensor tendon rup-
tures and the often less obvious effects of 
flexor tendon ruptures. 
In most cases direct suture of the tendon is 
not possible because of the very nature of the 
rupture and tendon transfers or free grafts 
are usually indicated. These are often com-
bined where necessary with synovectomy so 
that the tendon system is at least temporarily 
surrounded by normal tissue. 
Intrinsic Muscle Contracture 
In the early progressive stage of rheumatoid 
arthritis electromyographic studies frequently 
show the changes of a true myositis in the in-
trinsic musculature of the hand. Functionally 
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this is expressed in a progressive "loss of 
power" which is the patient's way of express-
ing a loss of active flexion of the fingers. 
The mechanism of the loss of active flexion 
is attributable to the increased tonus and 
ultimate fibrous contracture of the intrinsic 
musculature which, passing as it does from 
the front of the metacarpophalangeal joints 
to behind the axis of the interphalangeal 
joints, limits interphalangeal flexion particu-
larly when the metacarpophalangeal joints 
are straight. The end result of this intrinsic 
muscle contracture is shown in the "intrinsic 
plus" hand. The photograph illustrates on 
the left such a hand, where hyperextension 
of the proximal interphalangeal joint is noted 
and the hand is attempting maximum flexion 
without gaining more than a few degrees 
distal interphalangeal joint movement. 
Two casts of the right hand of a 50-year-old man 
with rheumatoid arthritis. Maximum flexion has 
been attempted in each case. The left cast is 
the pre-operative state and shows the very gross 
limitation of flexion associated with intrinsic 
muscle contracture ("Intrinsic plus" hand). The 
right cast shows the same hand after Littler's 
intrinsic release operation and the greatly 
improved range of flexion. 
This condition may be affecting only one 
finger or only one hand or be symmetrical. 
Its early recognition and correction by divi-
sion of the intrinsic muscle tendons at the 
side of the proximal phalanx constitutes the 
ingenious operation devised by Littler and 
known as "intrinsic release". In the il-
lustration the hand on the right shows the 
maximum flexion obtainable soon after the 
operation of intrinsic release and illustrates 
the benefits that may follow this simple pro-
cedure. 
Along with intrinsic muscle contracture but 
also contributed to by other factors is the pro-
gressive volar dislocation of the proximal 
phalanges at the metacarpophalangeal joints. 
and the ulnar deviation of the digits which 
usually accompanies this dislocation. The 
correction of this deformity is virtually im-
possible but relocation of the extensor ten-
dons which have slipped into the grooves be-
tween the metacarpal heads is possible by 
bringing them across to the radial side of the 
joint and this extensor tendon relocation has 
been combined with other manoeuvres such 
as producing a syndactyly of the ulnar two 
fingers or even an H-graft, using a bony 
strut between the two proximal phalanges of 
the middle or ulnar two fingers. None of 
these manoeuvres is entirely satisfactory but 
it usually improves the appearance of the 
hand. Transfer of the extensor indicis 
proprius tendon into the first dorsal inter-
osseus is usually combined with this operation 
and produces its most dramatic result, which 
is a more powerful abduction of the index 
finger so that objects such as a cup and 
saucer can be held in the hand, where pre-
viously the fingers had been drifting away 
from the thumb and this useful function had 
been lost. 
Joint Surgery 
Arthrodesis in rheumatoid joints is avoided 
wherever possible because this irrevocable 
operation may be performed in the presence 
of normal joints which subsequently become 
diseased and total loss of movement of the 
ray may result. It is occasionally performed 
on the interphalangeal joint of the thumb 
where secondary tendon surgery would seem 
uncertain in its outcome in an elderly person. 
Arthroplasty by excision of the metacarpal 
heads is sometimes useful in restoring move-
ment at this level but the innovation of Pro-
fessor Adrian Flatt of Iowa City who inserts 
metal prosthetic joints would seem to hold 
most promise for this otherwise very difficult 
problem. 
